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The Patient's Viewpoint I contracted poliomyelitis in 1957, at the age of 16. My breathing was affected, so I was placed in a tank respirator; I don't remember very much about the first few weeks after that. However, when I began to feel better, I discovered that I was paralysed from the neck down.
When I could swallow again I was allowed semi-solid food and, as my swallowing became stronger, more solid food. I became very constipated and was given enemas and sometimes manual removal; the latter experience I found extremely painful. From time to time for a number of years I was given four cascara tablets at night and one or two dessertspoonfuls of liquid paraffin each morning. I was totally incontinent and occasionally, strange to say, still constipated.
Once or twice I rebelled against taking aperients and, upon asking if the dose could not be lessened, or given only twice a week, was told to mind my own business. About this time the ward sister retired and a new one took over; she did not believe in aperients at all, and promptly stopped all of them for all patients. My life was saved, figuratively speaking, by a nurse who was also a friend, who happened to be on night duty in my ward. She smuggled in liquid paraffin for me, and I found I could manage on this alone. Bladder control began to improve also and I was no longer always wet, although if anyone moved me I dribbled. The number of bowel accidents also decreased.
Then the hospital closed its respiratory unit, and I was moved with another patient to my present hospital. Here I found a completely different attitude regarding bowel management: I was actually asked what I preferred to take. I stuck to paraffin. The people here worked on me 5 very hard, teaching me to cough and finally removing my tracheostomy tube and weaning me off the tank respirator on to a small chest respirator. I now' had complete bladder control and bowel accidents were very rare. I was able to go about in a wheelchair, and I found that liquid paraffin, though good, had a drawback: it gathered inside and was likely to run out at the wrong time which, in company, was embarrassing to say the least. I tried all the other things offered by the ward sister, but they made me so uneasy inside that I wasn't at all happy about it. I tried liver salts, which (to me, anyway) were no good; then I tried fruit salts, which worked well, and I took them twice a week for four years.
However, I still felt that there must be a way that would get me back to a more natural routine. About this time I met a nurse who was very keen on maintaining health by natural foods and methods. She strongly urged me to try eating a bran cereal food as a natural laxative. This I did every morning at breakfast. To my surprise it worked, and from that time, over two years ago, I have not needed to take any aperient at all.
Mrs Faith Rigby (Ray Park Nursing Home, Ray Park A venue, Maidenhead, Berkshire)
The Neurological Bowel Although they are to a great extent dependent on the surgeon or physician for instruction, nurses are usually in a better position than either to judge the efficacy of the various preparations or methods employed to achieve good and effective bowel action. In patients who have no control over these matters for various reasons, such as spasm, it is the nurse who must decide what is required. Patients must be placed in categories and one must decide what one wants to achieve with each group, as the treatment must vary according to both physical and social conditions.
For all kinds of chronic condition our constant aim is to encourage patients to live as normal a life as possible, and this means that from the bowel aspect alone they must be socially acceptable. Patients in shared rooms become acutely embarrassed if, for example, the stool is passed during mealtimes. Those who are taken about in cars and into houses for social activities must not be allowed to run any risk of accidents occurring at these times; this applies also to patients sitting in theatres or cinemas. We have also found that problems of constipation or loose stools seriously impede the usefulness of indwelling catheters.
For the foregoing reasons we have established a method which we have found effective when all normal efforts at bowel training have failed, and in which patients have complete confidence. We ourselves decide when it is convenient for defacation to take place, taking into consideration the patient's daily routine, including any visitors or planned activities. The number of nurses on duty is also vital as obviously no-one can pay full attention to all details where there is acute staff shortage. We give gentle aperients in the evening to soften the faces, followed next morning by manual removal, always performed very carefully under the supervision of one of our trained experts. The patient soon adjusts to this metlhod of treatment and we very quickly learn how often it is necessary; it varies considerably between individuals, from one to three times a week.
This may sound a drastic treatment for nurses to perform as a routine, but any patient who is asked to choose between the uncertainties of the uncontrolled bowel and the complete freedom of anxiety obtained by the positive action of manual removal will rarely opt for the former.
Professor J C Brocklehurst (University Hospital ofSouth Manchester, NellLane, Manchester, M20 8LR)
The Problems in Old Age In old age two types of neurological dysfunction related to autonomic activity have to be consideredthose with overt disease such as stroke, and those with more diffuse and less definable cerebral pathology. The latter may include neuronal loss, the accumulation of senile plaques, astrogliosis, amyloid angiopathy, minimal cerebral infarcts, and blood seepage around microaneurysms, in addition to other as yet ill-defined pathologies. Evidence is accumulating to show that numerous vital functions are disordered in old age because of loss of central control; for example, maintenance of blood pressure and body temperature, the control of sway, and urinary bladder control. These may all be affected without evidence of neurological deficit on normal clinical examination.
It is intended briefly to review such evidence as there is that both these types of cerebral lesion affect bowel function in old age, and, at the same time, to generalize rather more on the problem of faecal incontinence in the elderly and its management.
The Size ofthe Problem
Fvcal incontinence is a formidable problem in old people, particularly those looked after in hospital as long-stay patients.
In England and Wales, about one third of hospital beds are occupied by the over-65s. These can be divided into approximately 30% in general wards, 30 % in geriatric wards, and 40 % in psychiatric and subnormality wards. In the case of geriatrics and psychiatry probably two thirds are long-stay patients, around 70,000 people in England and Wales.
The incidence of fecal incontinence among old people in long-stay wards varies both with the type of ward and with the interest and enterprise of the nurses. Among 200 long-stay geriatric patients, Watkins (1971, personal communication) found 66% fiecally incontinent. Of these 119 frcally incontinent patients 40% suffered from cerebral infarction; 75% of the 119 were mentally confused, principally because of arteriosclerotic or senile dementia. On this basis it might be estimated that over 45,000 old people in England and Wales suffer from faecal incontinence.
Classification
Fwecal incontinence in old age can be divided into three main groups.
(1) Symptomatic incontinence, usually associated with diarrhoea, including the following: carcinoma of rectum and colon; proctitis and proctocolitis; diverticular disease; diabetes; purgative medication; and anal sphincter incompetence (following surgery or with rectal prolapse).
(2) Incontinence with facal impaction.
(3) 'Neurological' incontinence.
